General  Hospital,  Boston,  Mass. 

By  Grace  Whiting  Myers,  Custodian  of  Records 
HE  care  of  hospital  records  is  a subject  upon  which  there  are  many 


minds,  and  it  is  frankly  understood  that  in  no  two  hospitals  are 


conditions  exactly  alike  ; the  extensive  plan  of  the  large  hospital 
must  be  modified  to  suit  the  small  one  ; and  the  expense  which  the  well- 
to-do  institution  can  carry  must  be  reduced  to  meet  the  income  of  the 
less  favored.  But  there  are  two  conditions  which  can  be  met  by  all  : 
accuracy  and  simplicity.  It  is  through  continual  medical  research  by 
men  of  the  profession  that  disease  is  to  be  not  only  met  and  cured,  but, 
better  still,  prevented.  Hospitals  all  over  the  world  are  collecting  in 
their  clinical  histories  data  which  is  valuable  beyond  estimate,  and  which 
is  being  either  hidden  or  made  manifest,  according  to  the  care  which  such 
matter  receives. 

After  many  years  of  service  in  this  work,  and  work  which  has  met  the 
approbation  of  representatives  from  other  institutions,  it  seems  practical 
to  set  before  the  public,  as  concisely  as  possible,  the  exact  routine  pursued 
at  the  Massachusetts  General  Hospital.  It  is  work  of  much  careful  detail, 
which  in  the  reading  may  seem  to  some  almost  unnecessary,  but  which 
has  resulted  in  absolute  ease  of  using  the  material  at  hand.  It  is  claimed 
that  ordinarily  any  record  requested  can  be  found  and  handed  out  for  use 
in  from  one  to  five  minutes,  the  longer  time  being  consumed  usually  in 
cases  where  the  name  of  the  patient  is  unknown,  or  is  a foreign  name 
which  may  admit  of  a variety  of  spellings. 


When  a patient  is  admitted  to  the  hospital,  a slip  is  filled  out  which 
includes  these  items  (see  Fig.  1):  date  of  admission;  ward;  service 
(medical  or  surgical)  ; name  in  full,  including  middle  name  (initials  are 
never  used)  ; residence  — also  in  full  — street,  number,  city  or  town,  and 
State  ; age  ; color ; married,  single,  or  widowed  ; occupation  ; whether 
or  not  a re-entry  ; birthplace  ; name  and  full  address  of  a relative  or 
friend ; name  and  full  address  of  another  friend,  whose  occupation  may 
make  such  address  a permanent  one  ; and  name  and  full  address  of 
patient’s  family  physician,  if  such  there  be. 

There  are  other  data  upon  this  admission  slip,  but  as  they  are  not  con- 
cerned with  the  records,  they  have  no  particular  value  in  this  paper.  This 
slip  is  filled  out  by  the  admitting  physician  and  is  in  duplicate,  by  means 
of  a carbon  paper  placed  between,  one  slip  going  to  the  ward  with  the 
patient,  and  the  other  being  sent  to  the  office  of  the  hospital.  Let  us  fol- 
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Fig.  1 
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Notice!  After  it  has  Been  stamped  “ Correct,"  nurses  must  use 
the  above  data  when  copying  chart  sheets  of  Records,  and 
make  no  changes  nor  omissions.  If  mistakes  are  found  notify 
The  Admitting  Physician.  In  cases  of  transfer  from  one  ward 
to  another,  send  this  slip  with  chart  sheet. 
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low  each,  taking  the  latter  first.  This  one  is  known  as  “ The  house  offi- 
cer’s slip.”  In  the  office  of  the  institution  are  two  books  known  as  the 
“entrance-book”  and  the  “discharge-book.”  I shall  have  occasion  to 
refer  to  these  several  times.  The  entrance-book  is  a large  volume,  capa- 
ble of  receiving  upon  one  line,  which  runs  straight  across  two  pages  from 
edge  to  edge  as  the  book  lies  open,  the  data  contained  on  the  admission 
slip  above  referred  to.  In  addition,  there  is  a column  at  the  left-hand 
edge  of  the  left-hand  page  for  “ hospital  number,”  and  another  near  the 
right-hand  edge  of  the  right-hand  page  for  the  date  of  discharge,  to  be 
inserted  at  the  proper  time.  The  “ hospital  number  ” is  the  number  by 
which  a patient  is  referred  to  as  long  as  he  remains  in  the  hospital.  The 
entrance-book  is  stamped,  every  line  receiving  a number,  and  a patient  is 
given  the  number  of  the  line  upon  which  his  entrance  is  recorded.  One 
set  of  numbers  only  is  used,  these  numbers  running  through  all  the 
various  “ services  ” of  the  hospital.  The  criticism  has  been  made  that 
this  must  be  confusing  at  times.  But  it  never  has  been,  and  cannot  be, 
as  will  be  demonstrated  later  on  ; neither  is  there  any  chance  of  a number 
being  wrongly  applied  (through  carelessness  in  recording),  as  is  possible 
where  one  set  of  numbers  is  given  to  a medical  service,  and  a duplicate 
set  to  a surgical  service. 

When  the  clerk  in  charge  of  the  entrance-book  is  ready  to  record  the 
entrances  for  a day,  she  takes  each  admission  slip  in  turn,  stamps  the  line 
in  the  book  with  its  proper  number,  and  at  the  same  time  stamps  the 
House  Officer’s  slip  with  the  same  number  in  its  upper  left-hand  corner, 
where  there  is  a line  reserved  for  it.  (See  Fig.  1.)  She  then  copies  the 
various  data  from  the  slip  into  the  book.  This  slip  is  then  sent  on  to  the 
senior  house  officer,  on  whose  service  the  patient  has  been  placed,  with 
directions  that  he  must  use  this  data  on  his  record  of  the  patient,  without 
change ; or,  if  he  should  learn  that  any  error  has  been  made,  he  is  to 
report  to  the  admitting  physician,  in  order  that  correction  may  be  made 
upon  the  entrance-book.  This  method  absolutely  avoids  varieties  of 
spelling  in  surnames,  and  the  possibility  of  a patient’s  giving  one  Chris- 
tian name  to  the  admitting  physician  and  another  to  the  house  officer, 
which  not  infrequently  happens.  The  house  officer  is  also  directed  to  file 
this  admission  slip  and  keep  it  until  the  patient  is  either  discharged  from 
the  hospital,  or  transferred  to  an  opposite  service,  i.e.,  from  surgical  to 
medical,  or  vice  versa,  when  he  is  to  attach  it  to  his  finished  record  of  the 
patient,  and  hand  it  in  at  the  Record  Room. 

Now,  the  slip  which  is  sent  to  the  ward  with  the  patient  is  known  as 
the  “nurse’s  slip.”  The  outside  sheet  of  a complete  record  is  known  as 
the  “ chart  sheet.”  At  the  top  of  this  sheet  is  a printed  form  as  illustrated 
in  Fig.  2. 

This  is  filled  in,  with  a few  exceptions,  by  the  head  nurse  in  the  ward 
to  which  patient  is  sent,  but  she  is  directed  not  to  do  it  unless  her  slip  is 
stamped  “Correct.”  (See  Fig.  1.)  In  emergency  cases,  for  instance, 
admitted  hurriedly  through  the  Accident  Ward,  it  may  not  have  been  pos- 
sible to  obtain  accurate  information  at  the  time  of  entrance.  There  is  a 
clerk,  one  of  whose  duties  is  to  look  up  all  such  cases  at  a time  when  the 
patient,  or  some  friend,  can  verify  or  supply  needed  data.  She  then 
stamps  the  slip  “ Correct,”  and  after  this  the  nurse  may  use  it.  In  the 
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emergency  cases,  the  house  officer’s  slip  is  held  back  for  correction.  On 
the  chart  sheet  (see  Fig.  2),  the  Hosp.  No.,  O.  P.  D.  No!,  Re-entry, 
Transfer,  Diagnosis,  and  Path.  Nq.  are  entered  by  the  house  officer  when 
he  finishes  the  record  preparatory  to  handing  it  in.  When  a patient  is 
discharged,  or  transferred  to  an  opposite  service,  the  nurse  sees  that  his 
chart  sheet  is  complete  as  far  as  her  work  is  concerned,  and  before  giving 
it  to  the  house  officer  to  place  with  the  written  history  (for  which  he  is 
responsible)  attaches  her  slip  to  it  and  sends  it  in  to  the  Custodian  of 
Records  for  inspection.  This  inspection  will  be  referred  to  later. 

The  Writing  of  the  Record 

The  completed  history  of  a patient  is  the  joint  work  of  house  officer  and 
nurse.  The  charts  of  temperature,  pulse,  and  respiration  are  kept  by  the 
nurse,  and  she  also  records  all  orders  for  medication.  And  her  admission 
slip  having  been  stamped  “ Correct,”  she  fills  in  the  data  at  the  head  of 
the  chart  sheet  as  illustrated  in  Fig.  2,  with  the  exceptions  before  noted. 
The  house  officer  then  writes  in,  in  red  ink,  the  Hospital  Number,  which 
he  copies  from  his  admission  slip  ; the  Out-Patient  Number,  if  patient  has 
been  from  there  referred,  and  in  which  case  a slip  is  sent  from  the  out- 
patient department  containing  this  number  along  with  other  information. 
In  case  of  the  patient’s  being  a re-entry,  his  former  record,  or  records, 
must  be  looked  up  and  reference  made  to  such  upon  the  line  marked 
“ Re-entry,  See.”  If  the  patient  has  been  transferred  from  another  serv- 
ice, or  is  transferred  to  another  service,  reference  to  such  transfer  is  made 
on  the  line  indicated,  mentioning  the  particular  service  and  giving  the 
Hospital  Number,  which  is  always  the  same  as  the  one  recorded  on  this 
chart,  as  this  number  follows  a patient  as  long  as  he  remains  in  the  hos- 
pital, no  matter  how  many  times  he  may  be  transferred.  If  he  comes 
in  again  he  takes  a new  number.  Diagnosis,  and  complications  (if 
there  be  any),  are  written  always  by  the  house  officer,  and  in  case  of 
death  and  autopsy  the  number  of  the  autopsy  is  recorded  as  ‘‘  Path.  No.” 
(See  Directions  for  the  Writing  of  Records,  printed  below.) 

The  body  of  the  record  is  written  by  the  house  officer  and  must  care- 
fully cover,  in  the  beginning,  these  points  : family  history,  past  history, 
present  illness,  and  physical  examination.  Then  follow  the  daily  notes, 
special  attention  being  paid  to  new  symptoms  which  may  appear,  or  to 
change  of  any  sort.  In  surgical  cases  coming  to  operation,  a full  descrip- 
tion of  the  operation  is  required.  Reports  upon  all  X-ray  examinations 
must  be  fully  made.  Daily  notes  continue  to  the  time  the  patient  is  dis- 
charged, and  his  condition  at  this  time  is  recorded;  i.e.,  whether  well, 
relieved,  or  otherwise  ; and  a statement  made  as  to  where  he  went, 
whether  to  the  convalescent  hospital,  the  out-patient  department,  to  his 
own  doctor,  or  to  some  other  hospital.  Throughout  all  records  special 
use  is  made  of  red  ink,  analyses  of  all  sorts,  blood,  urine,  sputum,  and 
feces  being  recorded  in  the  color  ; and  in  surgical  cases,  in  addition  to  the 
analyses,  a line  at  the  head  of  a description  of  an  operation  notes  in 
abbreviated  form  the  place  where  the  operation  was  done  (which  opera- 
ting room),  the  initials  of  the  surgeon,  and  the  anesthetic  administered; 
and  at  the  end  of  the  description,  on  a separate  line,  the  technical  name  of 
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the  operation  is  written:  e.g.,  Gastro-enterostomy,  or  Cholecystostomy, 
etc.  All  medications  are  recorded  in  red  ink.  This  is  valuable  in  direct- 
ing the  eye  quickly  to  certain  data,  and  it  is  also  ornamental,  a point 
which  need  not  be  ignored,  even  in  scientific  work.  In  Fig.  2 will  be 
noticed  lines  marked  “ Patient’s  Physician,”  etc.  This  is  intended  for  the 
name  of  the  family  physician  ; and  if  there  is  none,  no  name  should  be 
recorded  here.  It  is  for  use  in  hunting  up  a patient  long  after  he  has  left 
the  hospital.  The  case  may  be  one  of  special  interest  to  some  doctor,  or 
it  may  be  one  of  a series  of  cases  ; a letter  addressed  to  the  patient  may 
fail  of  response,  but  a letter  written  to  this  doctor,  whose  address  is  likely 
to  be  a permanent  one,  often  brings  a reply  and  locates  the  patient.  This, 
and  the  two  other  addresses  mentioned  in  the  description  of  the  admission 
slip,  are  used  for  this  purpose,  and  have  proved  most  valuable  when  groups 
of  cases  were  being  studied,  and  patients  asked  to  return  for  examination 
in  order  that  end  results  might  be  obtained.  A large  percentage  of 
patients  are  found. 

In  addition  to  the  chart  sheet  and  the  ordinary  ones  used  for  the  history, 
there  are  a number  of  accessory  sheets,  to  be  used,  or  not,  as  may  be 
required.  For  cases  of  diabetes  mellitus  there  is  a special  urine  chart  ; 
for  cases  of  pernicious  anemia  there  is  a special  blood  chart ; there  is  a 
sheet  for  urine  analysis  to  be  used  in  cases  of  long  duration,  where  fre- 
quent examinations  are  necessary  ; and  there  are  forms  for  recording 
sputum  and  feces  ; and  for  infants,  a special  form  for  recording  feedings. 
Then  there  are  consultation  slips,  pathological  reports,  and  bacteriologi- 
cal reports.  These  must  be  carefully  kept  together  in  the  ward,  and  after 
the  patient  is  discharged  and  the  history  completed,  sent  with  the  history 
to  the  Record  Room  at  the  proper  time. 

Directions  for  the  Writing  of  Records 

Name.  — Write  name'of  patient  in  full ; initials  are  not  sufficient. 

Age,  etc.  — Do  not  omit  age,  nor  to  indicate  whether  patient  is  married, 
widowed,  or  single  ; white  or  colored. 

Residence.  — Give  Street  and  No.,  if  possible  ; and  always  place  (even 
if  it  is  Boston),  and  State. 

Patient’s  Physician.  — Give  full  name  and  full  address  (Street  and  No.) 
of  patient’s  physician.  This  is  very  important,  as  a patient  can  often  be 
found  in  after  years  through  his  physician  when  all  other  means  have 
failed.  Continual  work  in  research  demands  as  full  particulars  as  possible. 

Date.  — Do  not  omit  the  year  ; and  in  Records  admitted  through  the 
Accident  Ward,  give  hour  at  which  such  case  was  admitted,  also  whether 
a.m.  or  P.M. 

Place  the  date  of  entrance  on  the  first  page  of  each  Record  in  the  date 
column  (as  well  as  on  the  chart  sheet),  and  be  careful  always  to  carry 
forward  date  from  the  bottom  of  one  page  to  the  top  of  the  next. 

Hospital  and  O.  P.  D.  Numbers.  — Write  in  red  ink. 

Diagnosis.  — Write  in  red  ink,  and  do  not  give  name  of  Operation  for 
diagnosis  ; write  the  former  in  the  body  of  the  Record  immediately  after 
description  of  Operation. 

Re-Entries  and  Transfers. — Give  re-entry  and  transfer  references, 
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either  by  volume  and  page,  or  by  Hospital  No.  ; the  latter  to  be  used  only 
in  case  of  unbound  Records.  It  is'never  necessary  to  give  both.  In  cases 
where  there  are  several  references  give  the  latest  one,  and  write  after  it 
“See  Name  Catalogue.”  Write  these  references  on  the  Chart  sheet  in 
form  provided,  in  red  ink. 

Autopsies.  — In  cases  of  death,  state  whether,  or  not,  there  was  an 
autopsy.  In  the  former  case,  write  number  of  autopsy  on  Chart  sheet 
against  “ Path.  No.”  ; in  the  latter  case,  write  at  the  end  of  the  history 
“No  autopsy.” 

Pathological  and  Other  Reports,  etc.  — Do  not  paste  anything  into 
Records.  Hand  in  all  accessory  papers  (letters,  opinions,  bacteriological 
reports,  etc.)  with  the  Records,  when  they  are  sent  to  the  Record  Room 
on  Monday  mornings. 

Binding  Line.  — Observe  the  words  “Binding  Line,”  and  begin 
Records  on  the  right  side  of  the  paper ; and  do  not  write  over  this  line. 

Appearance  of  Records.  — Do  not  hand  in  blotted  or  soiled  Records. 
If  they  are  untidy  in  appearance,  they  must  be  either  cleaned  or  copied. 

Disposition  of  Records.  — Hand  in,  every  Monday  morning,  the  com- 
plete Records  of  all  patients  discharged  from  the  hospital  durftig  the  pre- 
vious week.  These  histories  will  be  kept  on  file  in  an  accessible  place  in 
the  Record  Room,  and  may  be  borrowed  according  to  the  Rule  posted  on 
the  doors  of  the  room. 


Duties  of  the  Custodian 

In  brief,  the  duties  of  the  custodian  are  to  see  that  a complete  and  satis- 
factory record  of  every  patient  discharged  from  the  hospital  is  promptly 
handed  in  ; that  this  record  is  filed  and  a reference  name  card  imme- 
diately written  for  it ; that  in  due  time  this  record  is  bound,  and  properly 
indexed  for  the  clinical  catalogues.  And  she  must  see  that  at  any  and 
all  times,  except  during  the  short  period  at  the  binder’s,  such  record  is 
accessible  to  those  persons  who  are  at  liberty  to  consult  it.  And  she  must 
carefully  guard  all  records,  allowing  them  to  be  consulted  by  no  stranger 
or  outsider,  unless  such  request  comes  in  the  form  of  a written  order 
signed  by  the  resident  physician,  or  one  of  his  assistants. 

In  order  that  the  above  may  be  accomplished,  certain  rules  are  neces- 
sary, and  these  are  rigidly  enforced.  Also,  a definite  routine  of  work  is 
planned  for  the  Record  Room  assistants,  which  must  be  as  rigidly  adhered 
to,  or  the  work  cannot  be  kept  up.  And  in  order  that  all  work  may  be 
carefully  and  accurately  carried  on,  certain  books,  tools  and  data  are 
necessary.  The  little  library  should  contain  an  English  dictionary,  an 
up-to-date  medical  dictionary,  an  atlas  of  the  world,  a gazetteer  of  the 
United  States  and  Canada,  the  latest  edition  of  the  American  Medical 
Directory  (published  by  the  American  Medical  Association),  a directory 
of  one’s  own  city,  and  street  directories  of  as  many  of  the  outlying  cities 
and  towns  as  possible  ; also,  if  obtainable,  lists  of  German,  French,  Ital- 
ian, and  Greek  proper  names.  The  tools  required  for  each  clerk  are  two 
fountain  pens,  one  for  black  and  one  for  red  ink  ; a red  pencil,  lead  pen- 
cils, steel  erasers  (kept  sharp),  rubber  erasers,  good  mucilage,  and  mend- 
ing tape  ; and  for  general  use  a photograph  cutter,  for  trimming  quickly 
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and  neatly  all  papers,  etc.,  which  need  to  be  pasted  into  records.  The 
data  required  are  the  names  of  all  patients  in  the  hospital,  and  a notice 
of  their  having  been  discharged.  This  is  kept  upon  sheets  known  as  the 
“ Lists,”  which  I shall  carefully  describe,  as  they  form  the  most  impor- 
tant adjunct  to  the  work  ; in  fact,  nothing  could  be  done  without  them. 

The  “ lists  ” are  made  up  from  the  entrance-book  and  are  kept  upon 
sheets  of  foolscap,  ruled  roughly,  as  they  are  needed.  As  these  lists  are 
eventually  destroyed,  and  are  only  for  the  use  of  my  own  force  of  work- 
ers, it  has  never  seemed  necessary  to  have  any  especially  prepared  paper 
for  them.  Each  hospital  service  is  kept  in  a column  by  itself  (see  Fig.  3). 
This  figure  shows  the  surgical  lists. 


Fig.  3 
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For  reasons  which  will  later  develop,  it  is  convenient  to  have  a date  at 
the  head  of  each  column.  The  numbers  are  the  Hospital  Numbers.  It 
will  be  noticed  that  while  in  each  column  these  follow  in  numerical  suc- 
cession, there  are  missing  numbers  ; e.g. , 176020  and  176021  are  East  Sur- 
gical, while  176022  is  West  Surgical,  and  176023  and  176026  do  not  appear 
at  all  as  they  belong  to  patients  on  the  medical  service.  Ellis  is  referred 
to  as  East  Surgical  No.  176020,  and  can  by  no  chance  ever  be  confused 
with  any  other  patient,  as  no  other,  on  any  service,  will  ever  have  this 
number.  Now  take  O’Connor  on  the  West  list.  It  has  been  found  that 
he  needs  medical  treatment,  and  consequently  has  been  transferred  to  the 
West  Medical  service.  How  does  the  custodian  of  records  know  of  this? 
By  means  of  a transfer  slip  which  is  made  out  in  all  such  instances,  and 
which,  when  it  has  served  its  purpose  in  other  parts  of  the  hospital,  is 
finally  (within  twenty-four  hours)  sent  to  the  Record  Room.  It  states 
that  O’Connor,  a West  Surgical  patient,  has  been  seen  by  the  Visiting 
Physician  of  the  West  Medical  service,  and  is  ready  to  be  transferred. 
The  custodian  looks  up  O’Connor  on  the  West  Surgical  list  and  writes 
above  the  name  “ to  W.  M.”,  at  the  same  time  placing  a “ d ” in  the  nar- 
row column  at  the  right,  which  signifies  “ discharged,”  this  patient  being 
discharged  from  this  service  and  entered  on  another.  His  name  will  now 
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appear  on  the  West  Medical  list  bearing  this  same  number,  and  entered 
on  that  list  in  its  proper  place  according  to  the  number  ; i.e.,  it  will  be 
written  between  lines,  and  after  it  will  be  written  “ fr.  W.  S.”  O’Connor’s 
West  Surgical  record  will  now  be  completed  and  handed  in  at  the  Record 
Room  according  to  the  rule  marked  “ Disposition  of  Records  ” on  the  list 
of  Directions  for  Writing  Records.  When  he  is  discharged  from  the  West 
Medical  service,  the  medical  record  will  be  handed  in.  Now  take  Casey, 
East  Surgical  No.  176024  : she  entered  as  an  East  Medical  case,  and  has 
been  transferred  to  East  Surgical.  This  illustrates  the  interlining.  The 
eye  of  the  custodian  is  immediately  attracted  to  the  transferred  cases  by 
the  fact  that  they  are  written  between  lines,  and  that  they  are  always 
written  in  ink,  while  the  rest  are  written  in  pencil. 

At  the  administration  office  of  the  hospital,  as  I have  already  men- 
tioned, in  addition  to  the  entrance-book  there  is  a discharge-book  which 
records  the  discharge  of  each  patient,  giving  the  service  from  which  he  is 
discharged,  date  of  entrance,  date  of  discharge,  and  condition  at  time  of 
discharge.  One  clerk  of  the  Record  Room  force  has  the  “lists  ’’  in  her 
care,  and  it  is  her  duty  every  day  to  enter  upon  them,  in  their  proper  col- 
umns, the  names  of  all  patients  admitted  upon  the  previous  day.  The  last 
name  is  usually  sufficient,  but  in  cases  of  very  common  names,  initials  are 
added  to  prevent  confusion.  (See  the  name  Brown  occurring  twice  on 
the  East  Surgical  list,  Fig.  3.)  This  clerk  then’goes  to  the  discharge-book, 
and  finds  out  here  the  names  of  patients  discharged  the  previous  day,  and 
against  these  names  places  a “ d ” in  the  narrow  column  ; e.g.,  she  finds 
that  Annie  Pitman,  an  East  Surgical  case,  entered  June  2d,  is  gone. 
This  list,  headed  June  1st,  is  run  down  until  the  name  is  seen,  and  the 
“ d ” is  affixed.  If  a patient  entered  in  April  and  is  discharged  in  June, 
it  is,  of  course,  necessary  to  look  several  sheets  back  to  find  him.  But  it 
is  a very  simple  matter,  and  has  proved  an  accurate  method  of  checking 
patients. 

With  the  “ lists  ” w'ell  understood,  the  work  of  the  custodian  and  her 
assistants  may  be  considered. 

Daily  Inspection  of  Charts 

Each  morning  the  charts  of  patients  discharged  the  previous  day  are 
collected  from  the  various  wards  and  sent  in  to  the  custodian  for  inspec- 
tion. To  each  chart  the  nurse’s  admission  slip  is  attached.  This  is  done 
for  the  purpose  of  preserving,  if  possible,  the  original  charts  instead  of 
having  them  copied,  as  was  formerly  the  custom.  They  are  examined  for 
general  neatness,  and  carefully  compared  with  the  admission  slip  to  see 
that  all  data  has  been  fully  and  accurately  copied.  No  middle  names 
must  be  omitted,  nor  residences  half  given,  nor  age  inaccurately  stated, 
nor  any  variation  whatever  made  from  the  data  given  upon  the  admission 
slip.  If  any  inaccuracy  is  found,  attention  is  called  to  it  upon  a slip  of 
paper  clipped  to  the  chart ; or  if  it  is  too  untidy  to  be  cleaned  or  repaired, 
it  is  marked  “ Copy  otherwise  it  is  labeled  “ O.  K.”  These  charts  are 
then  returned  to  the  wards,  and  after  corrections  (if  there  be  any)  are 
made,  they  are  placed  with  the  histories  and  sent  to  the  office  desks  of 
the  various  house  officers,  who  complete  the  records  ready  for  the  weekly 
disposition  on  Monday  mornings.  (See  Directions  for  Writing  Records.) 
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In  this  way  it  has  been  possible  to  preserve  original  charts  in  nearly  all 
cases.  The  nurses,  almost  without  exception,  take  great  pride  in  their 
charts  and  are  anxious  to  do  their  work  well.  After  this  inspection,  the 
nurse  is  directed  to  hold  her  admission  slip  for  not  more  than  two  weeks 
(in  case  it  should  be  needed  in  the  event  of  loss  of  the  house  officer’s 
slip),  and  then  it  may  be  destroyed. 

Weekly  Inspection  of  Records 

On  Monday  morning,  each  service  hands  in  at  the  Record  Room  all  the 
histories  of  patients  discharged  the  previous  week,  and  to  each  one  is 
attached  the  house  officer’s  admission  slip.  As  they  are  received,  the 
records  of  each  service  are  clipped  together  by  themselves  and  marked  ; 
i.e. , East  Surgical,  West  Surgical,  etc.  The  first  thing  done  is  to  arrange 
each  lot  according  to  Hospital  Number.  The  custodian  herself  then  goes 
over  every  history  to  ascertain  the  following  points  : Was  this  case 

admitted  through  the  Accident  Ward  ; and  if  so,  has  the  hour  at  which 
he  was  admitted  been  noted  in  the  history?  (It  should  be  stated  at  the 
top  of  the  first  sheet  of  the  history. ) Was  the  patient  transferred  either 
from  or  to  another  service  ; and  if  so,  has  the  reference  to  the  other 
record  been  written  in  ? Was  it  a re-entry  (this  is  stated  on  the  admis- 
sion slip)  ; if  so,  has  the  reference  to  a former  history  been  written  in? 
Was  the  patient  sent  in  by  his  family  doctor,  or  by  any  outside  physician  ; 
if  so,  has  this  doctor’s  name  and  address  been  written  in  the  proper  place? 
If  any  of  these  data  are  lacking,  they  are  looked  up  at  this  time  and 
inscribed  by  the  custodian.  Next,  was  the  patient  referred  to  the  House 
from  the  Out-Patient  Department ; and  if  so,  has  the  number  of  the  Out- 
Patient  record  been  affixed,  and  is  it  correct?  For  the  purpose  of  accu- 
racy on  this  point,  a list  of  the  names  of  patients  thus  admitted  is  sent  in 
from  the  Out-Patient  Department  to  the  custodian  under  date  of  each 
day,  with  the  Out-Patient  number  against  each  name.  By  comparing  the 
date  of  an  admission  with  the  Out-Patient  list  for  the  same  date,  it  is  easy 
to  verify  numbers,  or  to  supply  one  which  may  have  been  omitted.  Such 
name  then  has  a line  drawn  through  it  on  the  Out-Patient  list,  and  when 
all  the  names  on  a list  are  so  erased,  the  list  may  be  destroyed. 

Next,  the  records  of  a single  service  are  taken,  and  with  them  the 
“lists.”  Suppose  the  East  Medical  records  are  examined  first.  The 
inspector  turns  back  to  the  first  sheet  of  the  East  Medical  lists  and  runs  her 
eye  down  the  column  until  she  comes  to  a name  which  has  a “ d ” against 
it,  and  which  has  not  had  a pencil  line  drawn  through  it.  All  names  so 
marked  (with  a “ d”)  are  cases  which  have  been  discharged  during  the 
past  week.  The  first  one  found  should  correspond  with  the  name  and 
Hospital  Number  of  the  first  record  on  the  pile  in  front  of  her,  these 
having  been  previously  arranged  according  to  number,  as  stated  above. 
She  then  makes  sure  that  the  number  has  been  correctly  copied,  and  that 
the  diagnosis  has  been  written  in  in  proper  nomenclature  and  correctly 
spelled.  Then  turning  over  the  sheets  of  the  history,  she  sees  that  dates 
are  carried  forward  from  the  bottom  of  one  page  to  the  top  of  the  next, 
.that  the  sheets  are  in  neat  condition,  no  blots,  smooches,  or  other  untidi- 
ness, and  that  the  history  is  complete  with  discharge  written  at  the  end. 
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If  the  patient  died  and  there  was  an  autopsy,  the  number  of  the  autopsy 
should  be  found  on  the  chart  sheet  under  the  heading  “ Path.  No.” 
Otherwise,  at  the  end  of  the  history  should  be  found  the  words  ‘ ‘ No 
autopsy.”  A list  of  the  autopsies  done  during  a week,  with  numbers 
attached,  is  sent  in  from  the  Laboratory  every  Monday  morning,  that  it 
may  be  in  readiness  for  comparison  or  to  supply  omissions.  If  any  serious 
error  is  discovered,  the  record  is  sent  back  for  correction  to  the  house 
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officer  responsible,  to  be  returned  as  soon  as  possible.  If  everything  is 
found  in  order,  a line  is  drawn  through  the  name  on  the  lists  (see  Fig.  3), 
and  the  next  “ d ” is  sought  out,  and  so  on  until  all  have  been  inspected. 
If  it  happens  that  a “ d”  is  found  and  there  is  no  record  to  correspond, 
a note  is  made  of  it,  and  the  house  officer  responsible  is  informed  that 
such  record  is  missing.  And  the  custodian  must  not  dismiss  such- matter 
from  her  mind  until  every  record  due  has  been  received. 
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This  inspection  through,  the  files  of  records  are  handed  over  to  three 
assistants,  among  whom  the  rest  of  the  work  is  divided.  The  duties  are 
to  clean  them  of  every  mark  of  untidiness,  to  paste  carefully  upon  the 
back  of  the  chart  sheet  any  accessory  papers  which  may  belong  to  a his- 
tory, and  to  catalogue  each  by  name.  The  accessory  papers  consist  of 
pathological  reports,  bacteriological  reports,  opinions  of  consultants, 
etc.  The  reports  mentioned  are  sent  in  daily  to  the  Record  Room  from 
the  Laboratory.  They  are  in  the  care  of  one  assistant  who,  upon  receiv- 
ing them,  sorts  them  according  to  service,  marks  upon  each  one  the  hos- 
pital number  of  the  patient  (the  name  and  service  are  already  upon 
them),  and  files  them  away  preparatory  for  Monday  work.  In  cases  of 
autopsy,  copies  of  anatomical  diagnoses  are  also  sent  to  the  Record  Room 
to  be  attached  to  their  proper  histories.  These  are  of  necessity  delayed 
and  come  in  in  quantity,  and  are  then  immediately  inserted. 
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The  next  step  is  in  connection  with  the  surgical  records  only,  and  con- 
sists in  entering  “results,”  or  condition  of  patient  at  time  of  discharge, 
in  the  operation  book.  This  book  has  not  yet  been  mentioned.  It  is  a 
register  of  all  operations  done  from  day  to  day.  Each  surgical  service  is 
required  to  give  to  the  custodian  every  day  an  “ operation  slip  ” for  each 
operation  done,  and  this  slip  is  signed  by  the  senior  house  officer  of  the 
service,  thus  verifying  it.  (See  Fig.  4.) 

These  are  copied  into  the  operation  book,  which  is  columned  and  bears 
these  headings:  Date,  Name,  Hospital  Number,  Service,  Operation, 
Operator,  Result.  At  the  time  the  records  are  handed  in,  this  book  is 
complete  with  the  exception  of  results,  which  are  then  added,  and  compari- 
sons made  to  insure  accuracy  of  all  data.  Records  are  now  ready  to  be 
catalogued  by  name.  (See  Fig.  5.) 
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A certain  item  will  be  noticed  on  this  card  which  does  not  appear  upon 
the  chart  sheet  and  must  be  copied  from  the  admission  slip,  which  still 
remains  clipped  to  the  record.  This  is  the  “permanent  address  of  a 
friend.”  The  necessity  for  this  has  appeared  in  connection  with  research 
work.  Suppose  that  a member  of  the  staff  wishes  to  look  up  a particular 
group  of  cases  {e.g.,  carcinoma  of  the  stomach)  for  a certain  period  of 
years.  He  wishes  to  know  if  patients  are  living,  and  if  so,  to  have  them 
come  to  the  hospital  for  an  interview  ; or,  if  any  have  died,  to  inquire  into 
the  progress  of  the  disease  subsequent  to  their  discharge.  A large  number 
of  the  patients  applying  at  a general  hospital  belong  to  a more  or  less 
moving  class,  so  that  letters  sent  to  them  may  not  always  be  received. 
Concerning  such  patients,  a second  letter  may  be  sent  to  the  “ Patient’s 
Physician,”  whose  address  maybe  found  on  this  name  card,  or  to  the 
friend  whose  name  and  address  is  also  found  here.  Since  this  form  of 
card  has  been  adopted,  a much  larger  percentage  of  patients  has  been 
traced  than  ever  before. 

When  name  cards  are  first  written,  the  only  reference  given  is  the  hos- 
pital number  written  in  red  at  the  right,  and  the  service,  which  is  indi- 
cated by  initials  written  in  the  small  blank  space  at  the  upper  right-hand 
corner ; e.g.,  E.  S.,  W.  S.,  E.  M.,  or  W.  M.,  and  this  is  a sufficient  refer- 
ence up  to  the  time  the  record  is  bound.  The  card  here  shown  is  a com- 
pleted one,  as  finally  filed  after  record  is  bound,  and  will  be  referred  to 
again  and  fully  explained.  These  name  cards  are  now  filed  alphabetically 
in  a small  case  containing  what  is  known  as  the  * ‘ catalogue  of  unbound 
records.”  The  records  themselves,  each  service  always  kept  separate, 
are  temporarily  filed  (/.<?.,  until  ready  to  be  bound),  in  Shannon  Binding 
Cases,  suitably  inscribed  upon  the  back.  For  example,  a case  containing 
East  Medical  records  will  be  marked  at  the  top  “ East  Medical  Records.” 
Below  this  will  be  noted  the  inclusive  hospital  numbers  in  this  case  ; then 
the  year,  and  below  this  the  months  covered.  These  cases  hold  the  records 
securely  together  at  the  top  by  means  of  long  steel  pins  which  pass  through 
two  holes  punched  in  the  record  sheets  ; they  are  dust-proof,  and  leave 
material  easy  of  access.  Records  are  filed  in  strict  numerical  succession, 
reading  from  the  bottom  of  the  case  up,  bringing  the  highest  numbers 
(or  the  latest  cases)  on  top.  Numbered  guides  of  manila  cardboard  are 
placed  between  every  hundred  records  (not  literally  one  hundred  records, 
but  whenever  the  figure  representing  hundreds  changes;  e.g.,  176100, 
176200,  176300,  etc.),  affording  facility  in  turning  to  any  individual  case. 
For  instance,  if  an  East  Medical  record  numbered  176137  is  called  for,  it 
will  be  found  in  an  East  Medical  case  in  which  this  number  is  included, 
and  will  be  between  the  guides  numbered  176100  and  176200  in  its  proper 
numerical  position.  Great  care  must  be  taken  in  this  filing  that  every 
record  is  placed  exactly  where  it  belongs,  and  no  assistant  is  allowed  to 
do  this  alone  until  she  has  been  thoroughly  drilled  and  watched  ; and  no 
one,  except  those  belonging  to  the  regular  force,  is  allowed  to  remove  or 
replace  one. 

Binding 

I 

The  binding  occupies  all  the  time  of  one  assistant.  Volumes  contain 
about  300  pages.  This  varies  a little  according  to  the  date  reached  when 
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300  pages  have  been  counted  off.  For  instance,  suppose  that  the  300th 
page  completed  a record  dated  the  15th  of  a month,  and  there  were  two 
or  three  more  records  bearing  the  same  date  ; all  the  records  of  the  15th 
would  be  included  in  one  volume  rather  than  separate  them,  even  though 
the  number  of  pages  might  run  as  high  as  325  or  330. - The  same  license 
is  granted  when  approaching  the  very  end  of  a month  or  a year.  It  is 
better  to  make  good  divisions  than  to  adhere  to  a hard  and  fast  rule. 

The  first  step  toward  binding  is  to  take  the  first  case  in  the  file  of  a 
service  (say  the  West  Surgical),  which  will  contain  the  records  immedi- 
ately following  those  of  the  last  binding,  and  compare  these  records 
with  the  West  Surgical  “list.”  As  soon  as  records  are  bound,  a blue 
line  is  drawn  vertically  through  a list  down  to  the  number  which  will  be 
first  in  the  next  binding.  Beginning,  therefore,  with  this  number,  it  must 
be  assured  that  every  name  on  the  list  has  its  corresponding  record  in  the 
file,  and  in  its  proper  place,  checking  off  with  a red  pencil  at  the  side  of 
the  list  as  the  examination  proceeds.  This  checking  goes  on  until  a num- 
ber is  reached  which  has  not  had  a pencil  line  drawn  through  it,  this 
meaning,  of  course,  that  the  patient  is  still  in  the  hospital.  Up  to  this 
point  records  are  now  lifted  from  the  boxes  and  placed  in  one  pile,  care 
being  taken  to  maintain  exactly  the  same  order.  They  are  now  separated, 
male  from  female.  The  reason  for  this  is  primarily  custom,  which  has  so 
ordered  from  the  beginning  in  this  institution  ; and  secondly,  because  it 
has  proved  a good  custom,  it  many  times  being  convenient  to  those  look- 
ing up  certain  groups  of  cases  peculiar  to  either  one  sex  or  the  other  to 
be  spared  the  necessity  of  looking  through  a mixed  volume.  As  this 
separation  is  made,  records  are  turned  face  down,  thus  keeping  the  order 
just  the  same,  simply  reversing  the  pile.  Now,  without  turning  over  these 
two  piles  (for  the  earliest  records  are  now  on  top,  although  upside  down), 
the  sheets  are  counted  off  up  to  150,  which  will  constitute  a volume  of  300 
pages.  This  150  sheets  is  turned  over,  and  if  a condition  regarding  date 
is  noticed,  such  as  has  been  mentioned  above,  a few  more  sheets  are  taken 
off  in  order  to  make  a wise  division  between  volumes.  Then  these  are 
strapped  together  with  rubber  bands  and  laid  one  side.  The  same  method 
is  pursued  until  the  bottoms  of  the  two  piles  are  reached.  If  an  odd  num- 
ber of  sheets  is  found  in  the  last  counting,  i.e.t  not  enough  to  make  a 
volume,  such  sheets  are  returned  to  the  case  to  wait  until  the  next  bind- 
ing. Next,  in  order  that  the  whereabouts' of  every  record  may  be  always 
known,  it  is  necessary  to  remove  the  name  cards  of  these  records  from  the 
temporary  catalogue  already  mentioned,  and  place  them  (once  more  tem- 
porarily) in  a box  marked  “ Records  taken  out  for  binding,”  thus  keeping 
them  easy  of  reference  and  always  accessible.  This  is  not  as  long  a pro- 
cess as  it  sounds,  and  two  stages  of  the  work  are  accomplished  at  one  and 
the  same  time.  It  will  be  remembered  that  as  records  are  first  filed,  the 
numbers  run  from  the  bottom  of  the  case  to  the  top,  the  latest  records 
being  on  top ; and  that  thus  far  in  handling  them  for  binding  the  same 
order  has  been  preserved.  However,  if  bound  in  this  order,  the  book 
would  read  backwards.  The  reverse  order  is  easily  accomplished  in  this 
way  : the  clerk  has  the  small  case  containing,  the  temporary  catalogue  in 
front  of  her,  and  at  one  side  the  box  which  is  to  contain  the  cards  of  those 
records  “ taken  out  for  binding.”  She  now  takes  one  of  the  newly  sepa- 
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rated  volumes,  finds  the  card  of  the  first  record  on  top,  removes  it  and 
places  it  in  its  proper  place  (alphabetic)  in  the  box  at  her  side,  then  lifts 
this  top  record  and  places  it  face  up , no  longer  turning  it  over.  It  will  be 
readily  seen  that  when  she  reaches  the  end  of  this  volume  the  last  record 
will  be  placed  on  top  and  the  order  is  completely  reversed,  but  without 
the  slightest  disturbance  of  any  record.  Each  volume  is  treated  alike. 

Each  physician  and  surgeon  upon  the  hospital  staff  serves  for  a term 
of  consecutive  months,  and,  therefore,  in  order  that  all  cases  belonging 
to  one  member  of  the  staff  may  be  bound  in  order,  a final  chronological 
arrangement  is  made.  This  requires  a change  only  in  transferred  cases. 
The  order  of  numerical  succession  is  chronological  at  date  of  admission, 
but  take,  for  instance,  a patient  who  entered  on  June  2,  1911,  as  an  East 
Medical  case,  and  whose  hospital  number  was  176024.  On  June  5th  this 
patient  is  transferred  to  East  Surgical,  the  same  hospital  number  follow- 
ing her.  She  has  two  records,  a medical  one  and  a surgical  one  ; each  being 
filed  in  a separate  case,  but  according  to  the  same  number.  When  the 
clerk  comes  to  bind  medical  records,  this  record  will  be  found  in  the  right 
place  both  as  to  number  and  date.  Among  surgical  records,  however,  it 
will.be  filed  in  the  case  among  the  records  of  June  2d,  because  its  number 
places  it  there;  whereas,  surgically,  it  belongs  with  the  records  of  June  5th, 
the  date  of  transfer.  Therefore,  before  the  volume  can  be  paged,  this 
record  must  be  moved  ahead,  so  that  it  will  be  the  first  record  of  June>5th. 
For  convenience  of  the  clerk  in  a later  stage  of  the  work  (explanation  of 
which  will  follow)  a slip  of  paper  marked  “ 176024,  see  June  5,”  is  clipped 
directly  over  the  hospital  number  of  the  following  June  2d  record.  Each 
volume  is  carefully  searched  for  these  transferred  cases,  and  all  are  moved 
to  their  proper  places  in  order  of  date.  In  many  volumes  none  are  found, 
and  again  it  happens  that  there  may  be  seven  or  eight  in  one  volume. 
Sometimes  a case  is  transferred  into  the  next  book.  Now  the  volume  is 
ready  to  be  paged,  which  is  done  with  an  Ajax  numbering  machine.  It  is 
then  ready  to  index. 

A double  index  is  made,  one  by  hospital  number,  and  the  other  by  date 
and  name ; and  these  are  typewritten.  The  former  is  a two-column  list 
occupying  one  page,  the  hospital  numbers  being  given  in  strict  numerical 
succession  with  reference  to  page  upon  which  each  may  be  found.  It  will 
be  remembered  that  in  the  moving-ahead  of  transferred  cases,  above 
referred  to,  mention  was  made  of  a slip  of  paper  clipped  over  the  number 
of  the  next  record,  and  noting  the  location  of  the  one  moved  on.  This  is 
done  in  order  that  the  numbers  of  the  index  may  be  kept  in  their  proper 
succession.  The  indexer  coming  upon  one  of  these  slips  is  reminded  that 
her  next  number  will  be  found  farther  on  in  the  volume,  and  that  she 
must  not  omit  it.  After  finding  and  indexing  it,  this  slip  may  be  destroyed. 
If  a record  is  transferred  so  far  ahead  that  it  goes  into  another  volume,  its 
number  is  for  the  present  disregarded.  This  matter  will  be  referred  to 
later. 

The  other  index  reads  across  two  pages,  and  has  the  following  head- 
ings: Date  (of  admission),  name  (the  surname  being  always  given  first), 
page,  diagnosis,  surgeon,  or  physician  (according  to  whether  it  is  a surgi- 
cal or  a medical  volume),  date  of  discharge,  condition,  remarks.  Under 
the  last  heading  are  such  notes  as:  Discharged  “ To  O.  P.  D.”,  “ Against 
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advice  ” ; or,  in  case  of  death,  “No  Autopsy’’  ; or,  if  there  was  an 
autopsy,  giving  number  of  its  record,  as  “ Autospy  No.  172.” 

When  the  indexing  is  finished,  a title-page  is  printed,  giving  the  service 
to  which  this  volume  belongs,  its  number,  whether  it  is  male  or  female, 
the  dates  covered,  the  name  of  the  surgeon  on  duty,  the  name  of  his 
assistant,  and  below  these  names  a heading  “House  Officers,”  where 
such  are  required  to  sign  their  names.  This  list  of  house  officers  includes 
those  who  were  on  duty  between  the  dates  covered  by  this  volume,  and 
were  responsible  for  these  particular  records.  At  the  bottom  of  the  sheet 
is  reference  by  page  to  the  two  indexes. 

Last  of  all  a “pattern”  is  made  for  the  binder,  showing  him  exactly 
what  is  to  be  printed  on  the  back  of  the  volume,  and  where  it  is  to  be 
printed.  These  items  are  as  follows  : At  the  top,  the  year ; below  this  a 
large  letter,  either  E or  W,  indicating  East  or  West  service  (on  medical 
volumes  the  abbreviation  “Med.”  is  added  below  the  letter)  ; then  the 
word  Male,  or  Female  ; then  inclusive  hospital  numbers  ; and  at  the  bot- 
tom inclusive  dates.  It  is  important  in  every  instance  that  this  pattern 
should  be  made,  for  if  left  to  the  binder  serious  errors  would  be  liable  to 
occur. 

The  volume  is  now  ready  for  inspection  by  the  custodian,  who  carefully 
verifies  the  pattern,  and  also  goes  through  the  volume  reading  back  to 
the  indexer  the  dates  of  admission,  names,  and  dates  of  discharge,  these 
being  the  points  where  errors  have  been  found  most  likely  to  occur.  If 
any  are  discovered,  corrections  are  made,  and  the  volume  is  then  ready 
to  go  to  the  binder.  From  six  to  ten  volumes  at  a time  are  prepared,  and 
are  usually  returned  from  the  bindery  in  three  days’  time,  it  being  under- 
stood that  this  is  “ rush  work.”  The  binding  is  of  boards  covered  with  a 
light  gray  canvas,  and  the  printing  is  in  a plain  type,  black.  They  pre- 
sent a very  neat  appearance  on  the  shelves.  In  shelving,  each  service  is 
kept  in  a section  by  itself,  in  the  record  room. 

When  volumes  are  returned  from  the  binder}'',  the  custodian  imme- 
diately goes  through  them  to  account  for  records  transferred  from  one 
volume  to  another,  as  mentioned  above.  These  are  easily  discovered  by 
the  number  index,  for  their  numbers  being  necessarily  of  the  smallest 
denomination  have  been  indexed  first,  and  if  the  first  number  of  the 
index  is  smaller  than  the  first  number  noted  on  the  back  of  the  volume, 
it  shows  that  a record  has  been  transferred  from  an  earlier  volume.  In 
making  the  “ pattern,”  the  indexer  must  be  very  careful  that  she  does 
not  give  as  her  first  number  one  which  has  already  been  covered  by  the 
inclusive  numbers  of  a previous  volume.  For  now  the  custodian  looks 
back  to  this  previous  volume,  and  in  its  proper  numerical  place  inserts 
the  number  of  the  transferred  record  in  red  ink,  following  it  with  the 
words  “ See  Vol.  — , P — .”  This  sounds  more* complicated  than  it  is.  It 
accounts  absolutely  for  every  record  of  a service,  and  avoids  all  difficulty 
in  finding  one. 

The  questions  have  sometimes  been  asked  why  it  is  necessary  to  have  a 
number  index,  and  why  we  arrange  the  other  index  by  date  rather  than 
alphabetically  by  name.  To  the  first  question  : A record  is  often  asked 
for  by  its  number  and  service,  when  the  name  is  not  known.  To  the  sec- 
ond question  : Several  times  a day  a call  comes  by  telephone  from  some 
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part  of  the  hospital,  “Can  you  tell  me  the  diagnosis  of  such  a patient 
(mentioning  the  name)  who  entered  such  a service  on  such  a date?” 
About  one  minute  is  sufficient  to  find  the  record  and  answer  the  question. 

The  custodian  must  see  now  that  the  house  officers  who  were  on  duty 
between  the  dates  covered  by  a volume  sign  their  names  upon  the  title- 
page,  and  to  this  end  she  writes  the  initials  in  pencil  against  the  line 
where  each  is  to  sign,  and  then  sends  to  each  one  a note  giving  the  num- 
bers of  the  new  volumes  which  are  ready  for  him.  And  she  must  see  that 
it  is  not  forgotten. 

Now  the  indexer  once  more  takes  the  newly  bound  volume  in  hand  and 
first  looks  through  it  for  any  history  bearing  on  its  chart  sheet  a re-entry, 
or  a transfer  reference.  (See  Fig.  2.)  Up  to  the  present  time  these  refer- 
ences have  been  given  by  hospital  number  only  ; this  number  is  now 
enclosed  in  parentheses  and  the  reference  given  by  volume  and  page. 
All  such  references  are  looked  up  both  for  verification  and  for  the  inser- 
tion of  a cross  reference.  Next,  the  name  cards  which  were  placed  tem- 
porarily in  a box  while  the  records  were  “taken  out  for  binding”  are 
taken,  and  each  card  has  written  upon  it  the  volume  and  page  reference, 
and  in  all  cases  of  death  the  reference  is  underlined  with  red.  (See 
Fig.  5.)  As  each  card  is  completed  it  is  again  dropped  back  into  the  box 
until  all  are  done,  thus  keeping  the  alphabetical  arrangement.  This  box 
is  then  taken  to  the  permanent  name  catalogue,  which  is  in  large  filing 
cases,  and  the  cards  finally  placed.  Wherever  a case  was  a re-entry, 
a card  will  be  found  already  in  this  catalogue,  and  in  such  cases  the  new 
reference  is  added  to  the  old  card,  thus  bringing  together  in  order  upon 
one  card  all  the  references  belonging  to  one  patient.  Attention  is  called 
to  transfers  by  bracketing  the  two  references,  and  writing  the  abbrevia- 
tion “ tr.”  outside  the  bracket.  (See  Fig.  5,  a completed  Name  card.) 
This  constitutes  a very  valuable  catalogue,  and  saves  much  time  in 
searching  for  the  old  records  of  a patient  who  comes  in  for  a second, 
third,  or  even  an  eighth  or  ninth  time.  At  a glance  every  reference  may 
be  seen,  and  in  two  or  three  minutes  the  complete  hospital  history  may 
be  at  hand  ready  for  consultation. 

The  Clinical  Catalogues 

Now  comes  the  subject  of  the  clinical  catalogues,  or  the  indexing  of 
records  by  diagnosis.  In  brief,  the  explanation  is  as  follows  : 

Surgical  Records. — These  are  catalogued  in  duplicate,  one  card  being 
filed  under  diagnosis  and  the  other  under  anatomical  region.  Bristol 
guides  are  used  for  headings  in  three  colors  : blue  for  main  headings, 
salmon  for  sub-headings,  and  yellow  for  sub-sub-headings.  For  example  : 
In  the  diagnosis  catalogue,  diagnoses  are  written  (or  printed)  on  blue 
guides,  and  these  are  placed  in  strictly  alphabetical  order ; under  these 
main  headings  of  diagnosis,  anatomical  regions  are  written  on  salmon 
guides,  and  these  arranged  in  alphabetical  order  under  each  diagnosis  ; 
then  where  necessity  demands  a further  division,  as  “ acute,”  “ chronic,” 
“ tuberculous,”  etc.,  such  divisions  are  written  upon  yellow  guides.  The 
records  themselves  are  catalogued  upon  buff  and  upon  white  cards,  buff 
being  used  for  male  cases  and  white  for  female.  The  region  catalogue 
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is  arranged  after  the  same  plan,  blue  guides  being  here  used  for  anatom- 
ical region,  salmon  guides  for  diagnosis  under  each  region,  and  yellow 
guides  for  a further  division  when  necessary. 

Medical  Records.—  This  catalogue  is  arranged  mainly  according  to  the 
classification  in  Osier’s  Practice  of  Medicine.  An  alphabetical  order  of 
arrangement  is  maintained,  however,  and  colored  guides  are  used  in  the 
same  way  as  in  the  catalogue  of  Surgical  Records. 

Cards  are  arranged  under  their  various  headings  in  chronological  order, 
without  reference  to  sex,  name,  or  any  other  condition. 

The  following  illustrations  show  all  the  cards  of  a typical  case,  the  same 
case  which  has  been  used  for  illustration  in  the  other  figures  : 

Fig.  6 shows  a card  for  the  medical  catalogue.  To  file  this,  one  should 
find,  on  a blue  guide,  the  word  “ Stomach  ” ; back  of  this  will  be  found 
on  salmon  guides  all  the  various  diseases  of  the  stomach  in  alphabetical 
arrangement.  “Ulcer”  will  be  near  the  end,  and  here  this  card  will  be 
filed  at  the  very  back  of  the  cards  already  under  this  heading,  as  the 
chronological  order  proceeds  from  the  front  to  the  back  of  the  drawer, 
corresponding  with  the  alphabetical  arrangement  which  proceeds  in  thq 
same  way. 

Fig.  7 shows  another  card  for  the  same  case,  but  this  one  belonging  in 
the  surgical  catalogue  of  anatomical  regions.  It  is  filed  in  the  same  man- 
ner as  the  medical  card,  with  the  addition  that  the  ulcer  has  been  found 
to  be  perforated,  and  the  card  is  therefore  placed  back  of  a buff  guide 
which  marks  this  subdivision.  (See  Fig.  10.)  Note  on  this  card  the  cross 
reference  to  “ Peritonitis,  diffuse.” 

Fig.  8 shows  the  peritonitis  card.  “ Peritoneum  ” will  be  found  on  a 
blue  guide,  and  back  of  it  will  be  a salmon  guide  marked  “ Peritonitis  ” ; 
and  this  heading  will  have  on  buff  guides  the  subdivisions  of  “ Diffuse,” 
“Localized,”  “Pelvic”  and  “Tuberculous.”  This  card  will  be  filed  at 
the  end,  under  “ Diffuse.” 

Fig.  9 shows  a card  belonging  in  the  surgical  diagnosis  catalogue. 
Here  the  diagnoses  are  on  the  blue  guides.  Under  “ Ulcer  ” will  be  found 
in  alphabetical  order  the  various  regions  of  the  body  affected  by  ulcer. 
Under  “Stomach”  will  be  found  a buff  guide  marking  a subdivision  of 
“Perforated,”  as  in  the  catalogue  of  anatomical  regions,  and  here  this 
card  is  placed.  Another  card  belongs  with  this  case,  to  be  filed  under 
“ Peritonitis  ” in  this  diagnosis  catalogue. 

Arrangement  of  Guides  in  Surgical  Regional  Catalogue 

These  catalogues  are  extremely  valuable,  chiefly  for  their  uses  in  medi- 
cal research  ; but  quite  as  important  as  a guide  to  cases  wanted  for  use  in 
clinics,  and  as  an  aid  in  searching  for  an  individual  case.  First,  for  medi- 
cal research  : A doctor  wishes  to  look  up  all  cases  of  intestinal  obstruction 
from  any  cause.  He  is  referred  to  the  Surgical  Regional  Catalogue, 
under  the  word  “ Intestines,”  which  is  found  on  a blue  guide.  Here  he 
will  find  all  diagnoses  of  affections  of  the  intestines,  and  may  make  a list 
of  references  from  the  cards  under  any  which  might  cause  obstruction,  as 
well  as  from  those  under  the  heading  “Obstruction,”  which  includes 
cases  caused  by  post-operative  adhesions,  Meckle’s  diverticulum,  or  any 
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minor  condition,  and  chronic  cases.  After  his  list  of  references  is  made 
out,  it  is  but  a step  to  the  shelves  where  all  records  desired  may  be  con- 
sulted. Some  one  else  comes  to  look  up  carcinoma  of  the  lips,  mouth, 
tongue,  and  larynx.  This  one  is  referred  to  the  Surgical  Diagnosis  Cata- 
logue, where,  under  the  heading  “ Carcinoma,”  he  will  find  all  he  seeks, 
for  here  cases  of  carcinoma  of  every  region  of  the  body  are  filed,  under 
their  separate  regions.  Another  comes,  looking  for  cases  of  typhoid  fever 
with  hemorrhage.  He  is  referred  to  the  Medical  Catalogue,  under  head- 
ing of  “ Typhoid  Fever.”  In  all  cases  where  a hemorrhage  occurred  the 
diagnosis  is  written  as  ‘‘Typhoid  fever  with  hemorrhage.”  By  looking 
over  the  cards  such  cases  may  easily  be  selected.  Owing  to  the  chrono- 
logical arrangement  of  cards,  a group  of  cases  for  any  year,  or  term  of 
years,  may  be  readily  consulted.  No  one  is  ever  allowed,  for  any  reason, 
to  remove  cards  from  the  cases. 


Fig.  10 


For  clinical  purposes  : A member  of  the  visiting  staff  may  direct  one  of 
his  house  officers  to  go  to  the  catalogues  and  pick  out  for  him  a group  of 
six  recent  cases  in  which  he  himself  has  done  a gastro-enterostomy  for 
ulcer  of  the  stomach,  and  to  have  the  records  of  these  ready  to  bring  to  a 
clinic  the  next  morning  at  a given  hour.  The  house  officer  is  referred  to 
the  Surgical  Regional  Catalogue,  to  the  heading  “ Stomach,”  and  under 
this  to  the  heading  ‘ ‘ Ulcer.  ’ ’ As  the  cards  always  give  the  names  of 
operation  and  operator,  six  of  the  most  recent  cases  operated  upon  by 
this  particular  surgeon  may  readily  be  found  and  references  copied  from 
the  cards.  The  house  officer  then  goes  to  the  shelves,  finds  the  records, 
inserts  a mark,  and  leaves  a list  of  the  volumes  with  the  custodian,  sta- 
ting that  they  will  be  wanted  the  next  morning  at  such  an  hour  and  that 
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he  will  come  for  them.  The  next  morning  the  volumes  are  taken  down, 
according  to  the  list  left,  and  a borrowing  slip  made  out  upon  which  the 
house  officer  signs  his  name  when  taking  the  volumes.  (See  Fig.  11.)  He 
is  held  responsible  for  their  safe  return  at  the  end  of  the  clinic. 

If  such  volumes  are  kept  out  until  the  next  day,  or  beyond  a reasonable 
time,  the  house  officer  is  notified  that  he  must  return  them.  The  borrow- 
ing slip  is  then  destroyed.  If  unbound  records  are  wanted,  they  are 
placed  together  in  an  adjustable  cover  ; and  these  must  be  returned  the 
same  day. 


Fig.  11 
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No  record  is  ever  loaned  to  be  taken  outside  the  hospital  except  in 
answer  to  a court  summons,  in  which  case  it  is  sent  in  the  care  of  a trusted 
messenger  who  must  keep  it  in  his  own  hands  and  return  it  safely.  In 
these  instances  the  borrowing  slip  is  signed  by  the  Resident  Physician  or 
one  of  his  assistants.  It  is  not  allowable  for  any  person  outside  the  hos- 
pital staff  to  consult  records  except  by  special  permission  from  the  Resi- 
dent Physician,  in  which  case  the  person  so  permitted  is  given  a note  to 
this  effect,  which  he  must  present  to  the  custodian  of  records.  Lawyers 
are  not  allowed  access  to  the  records.  They  may  have  abstracts  by  mak- 
ing written  request,  and  stating  for  what  purpose  such  abstract  is  to  be 
used.  An  individual  who  has  been  a patient  may  make  personal  request 
for  a complete  copy  of  his  own  record,  which  may  also  be  certified,  if 
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desired.  The  hospital  requires  payment  for  all  such  work.  Information 
is  furnished  to  family  physicians  of  patients,  and  to  other  hospitals 
requiring  it. 

As  an  example  of  the  value  of  the  clinical  catalogue  in  hunting  up  an 
individual  case,  a recent  instance  will  illustrate.  In  the  pathological 
laboratory  a slide  had  been  filed  which  lacked  the  name  of  the  patient. 

The  label  had  written  upon  it  “Sarcoma  of  fibula,  Dr. , Oct.  27, 

1909.”  The  patient’s  name  was  wanted.  The  date  given  was  presum- 
ably the  date  of  operation,  when  the  specimen  would  have  been  sent  to 
the  laboratory.  Search  was'  made  in  the  Surgical  Diagnosis  Catalogue 
under  “Sarcoma,”  sub-heading  of  “Fibula,”  among  cards  for  October, 
1909,  and  a case  found  operated  upon  by  the  surgeon  whose  name  was  on 
the  specimen  label,  the  case  having  been  admitted  to  the  hospital  on 
October  24th.  At  the  same  time,  in  the  operation  book  (already  ex- 
plained), under  date  of  October  27,  1909,  it  was  recorded  that  a case  of 
sarcoma  of  the  fibula  was  operated  upon  by  this  surgeon  ; of  course,  the 
name  of  the  patient  appeared  here  also.  The  findings  in  the  two  places 
corresponded  exactly,  and  the  name  of  this  patient  was  placed  upon  the 
specimen. 

In  cataloguing  a surgical  case  which  has  a pathological  report  attached, 
in  case  of  any  difference  between  the  clinical  diagnosis  given  on  the  chart 
and  the  pathological  report,  the  latter  is  always  followed  as  the  correct 
diagnosis.  Also,  in  cases  which  have  come  to  autopsy,  the  anatomical 
diagnosis  is  followed  by  the  cataloguer  rather  than  the  clinical  one. 
Every  effort  is  made  to  have  the  catalogues  as  accurately  written  as  pos- 
sible, and  in  a perfectly  plain,  legible  hand,  preferably  vertical,  as  this 
occupies  less  room.  All  cards  written  by  assistants  are  inspected  by  the 
custodian  before  filing,  and  are  by  her  filed.  The  Name  Catalogue  is  in 
the  charge  of  the  indexer  of  volumes. 

To  all  surgical  patients,  except  those  who  die  in  the  hospital,  a letter  is 
sent  at  the  end  of  a year,  asking  them,  if  possible,  to  return  to  the  hos- 
pital for  examination,  in  order  to  ascertain  their  exact  condition  at  this 
time,  and  then  to  have  entered  at  the  end  of  their  records  notes  of  the 
results  of  such  examinations.  In  case  it  is  impossible  for  a patient  to 
return,  he  is  asked  to  write  and  state  as  definitely  as  possible  what  his 
condition  has  been  during  the  past  year.  This  is  done  in  order  to  get  end 
results  of  operations,  and,  of  course,  gives  an  added  value  to  records  in 
these  final  notes.  All  letters  of  this  sort  written  to  the  hospital  are  sent 
to  the  Record  Room  where  they  are  either  abstracted  or,  if  of  sufficient 
value,  are  pasted  into  the  records.  One  clerk  has  all  this  matter  in  charge, 
in  addition  to  other  duties. 

The  above  described  method  of  caring  for  hospital  records  is  necessarily 
full  of  detail,  and  in  an  institution  of  the  size  of  the  Massachusetts  Gen- 
eral Hospital  requires  a force  of  four  workers ; but  with  everything  in 
running  order,  and  each  one  regularly  doing  her  part,  it  is  all  easily 
carried  on.  The  same  system,  with  modifications  to  suit  individual  insti- 
tutions, could  be  adapted  to  any  hospital,  large  or  small. 
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